Wernicke's encephalopathy is an easily treated but potentially fatal disease due to thiamine deficiency. In western society it occurs predominantly in alcoholics,' although it can occur in malnutrition from any cause. Wernicke considered the typical clinical features to comprise ophthalmoplegia, gait ataxia and an abnormal mental state.' Victor and his colleagues mentioned nystagmus as an important occular sign.3 They commented that more than 90% of affected patients manifest mental symptoms which can range from a mild delerium to a global confusion.3 From a pathological point of view the histological findings and in particular the periventricular distribution of the lesions are usually considered to be specific enough as to be diagnostic.
Korsakoff's psychosis is characterised by profound amnesia, disorientation and often confabulation. It seems to have the same pathological substrate as Wernicke's encephalopathy and probably represents a variation in the clinical manifestations of the same disorder. Many authors in fact talk of the Wernicke-tities as the Wernicke-Korsakoff complex for the remainder of this paper.
The classical clinical triad of symptoms as described by Wernicke2 persists in the literature and in the minds of many of the medical profession despite the fact that several As might be anticipated, the classical triad of clinical signs was three times more common in the "diagnosed" group compared to the "undiagnosed" group. A disturbing feature is the fact that four patients had the classical triad of clinical signs of the WernickeKorsakoff complex documented in their hospital records but they were not diagnosed or treated.
With regard to the percentage of cases with either one or two clinical signs of the Wernicke-Korsakoff complex the "diagnosed" and "undiagnosed" groups were almost identical (table 1). Cases in which no clinical signs of the Wernicke-Korsakoff complex were documented were far more common in the "undiagnosed" group (27%) compared to the "diagnosed" group (3%). No specific tell-tale patterns of clinical signs were recognised in the two groups of cases, the incidence of mental, ataxia and eye signs being very similar.
Of the 33 "diagnosed" cases, six had died at home Table 4 summarises the Korsakoff syndrome had the classical clinical triad pathological stage of the disease in relationship to the whereas two thirds of the cases diagnosed as "diagnosed" and "undiagnosed" groups. There is Korsakoflfs psychosis exhibited mental changes only. surprisingly little difference in the incidence of the The single most common clinical observations for acute plus the acute/chronic forms of the disease in the 97 cases was disorientation (42%), followed by the "diagnosed" (39%) and "undiagnosed" (34%) ataxia or difficulty in walking (37%) and poor groups. Of the seven patients who died in coma (unmemory (30%). Seventy six percent of the cases ex-diagnosed), three had acute or acute/chronic Werhibited nystagmus and/or ophthalmoplegia in the nicke's encephalopathy. Although the acute form of "diagnosed" and "undiagnosed" groups is shown in Wernicke's encephalopathy is a well recognised cause table 3. The combined eye signs of nystagmus plus of coma and/or sudden death6 there is no good eviophthalmoplegia were far more common in the "diag-dence to suggest that chronic lesions of Wernicke's nosed" group (33%). The absence of eye signs was encephalopathy cause either coma or sudden death. more common in the "undiagnosed" group (81 %).
The clinical diagnoses of the 64 "undiagnosed" Ataxia was noted in 37% of the cases.
cases ranged from dilantin toxicity to schizophrenia
Of the 18 patients who had no documented signs of but the most common diagnoses were "dementia" the Wernicke-Korsakoff complex, 16 had been seen in (13) and "liver failure" (9) . In consideration of the major hospital casualty departments, at fracture clin-outcome of cases in which the diagnosis of the ics and the like. One patient had died of a stroke soon Wernicke-Korsakoff complex had been missed there were some cases with diseases such as septicaemia or massive haematemisis where it was irrelevant. However, these were in the minority and many patients had deteriorated and died suddenly without explanation (even considering the necropsy findings). Diagnosis and treatment may well have been effective in some of these cases and several of these patients have been written up elsewhere.6 ' Investigations of vitamin status were performed in only 12 cases and studies of thiamine status in only four of these. Two were normal and two were below normal. The most consistent abnormality was a low serum folate which was noted in 7 of 9 cases. Vitamin B 12 levels were normal in 6 of 8 cases and pyridoxine in 4 of 4 instances.
A disturbing feature of the study was the fact that 10 of the acute or acute/chronic cases who died in hospital had received thiamine during their terminal admission. The dosages and routes of administration varied considerably but 7 of 10 cases had received daily thiamine (4 of 7 oral and 3 of 7 parenteral) for periods varying from two to 23 days. One patient had received intramuscular thiamine 100mg/day for 12 days prior to his death.
Discussion
With regard to the clinical diagnosis of the WernickeKorsakoff complex this study emphasises the importance of the application of less rigid diagnostic criteria than those noted by Wernicke in his original description of the disease2 and perpetuated by many medical textbooks. This latter fact is highlighted by statements in some of the textbooks which are commonly used by medical students. Harrison 
